the duodenum distal to the papilla but the bleeding point was not identified. Progressive cardiovascular instability made exploratory laparotomy necessary.
At laparotomy, the stomach and the first part of the duodenum appeared normal. After some dissection, a complex diverticulum was seen to arise from the lateral border at the junction of the second and third parts of the duodenum. The diverticulum was about 6.5 cm in length and 3 cm wide at the base. When opened it proved to contain a bleeding vessel on the mucosal surface at the fundus. Fresh clots also filled the duodenum. A duodenal diverticulectomy was performed and the resulting defect in the duodenum was closed transversely with one layer of interrupted vicryl sutures. A paraduodenal drain was inserted. A total of eighteen diverticula were also seen in the proximal jejunum. Postoperatively the patient recovered uneventfully. On histological examination there were features of inflammation within the resected diverticulum. COMMENT The incidence of duodenal diverticula in the general population is uncertain but a prevalence rate of up to 22% has been reported in necropsy series1 and 5.7% in patients undergoing gastrointestinal barium studies2. Most duodenal diverticula are extramural, occurring on the medial aspect of the second portion of the duodenum within 2.5 cm of the ampulla of Vater3. Diverticula on the lateral wall of the descending duodenum are rare3'4. In about 10% of patients symptoms arise, such as epigastric pain, nausea, vomiting and bloating. Pressure effects may give rise to jaundice, cholangitis, acute and recurrent pancreatitis and (rarely) duodenal obstruction5. Inflammation can lead to perforation, abscess formation, ulceration and haemor-rhage5'6.
In the patient reported here, the history suggested bleeding from a duodenal ulcer, but endoscopy showed that she was probably bleeding from the second or third part of the duodenum. The information provided by endoscopy was useful in that it prompted us to examine the second part of the duodenum carefully during dissection. Without this information at the time of surgery, even the most experienced operator might have overlooked the true source of bleeding.
Although arteriography or a technetium-99-labelled red cell scan might have localized this patient's bleeding before surgery, these techniques are seldom available in an emergency. In cases of unexplained massive haemorrhage of the upper gastrointestinal tract, the possibility of duodenal diverticulum should be kept in mind. Septic complications after percutaneous transluminal angioplasty (PTA) are uncommon. Usually it is the puncture site that becomes infected, rather than the site of angioplasty.
Mycotic aneurysm after percutaneous transluminal femoral artery angioplasty

CASE HISTORY
An 80-year-old man had a one-year history of intermittent claudication in the left calf at 200 yards. The only risk factor was a raised serum cholesterol, and he was particularly fit for his age. On examination he had a loud bruit over his left thigh and weak pulses distally. The ankle-brachial pressure index (ABPI) was 0.5 on this side. The clinical diagnosis was superficial femoral artery (SFA) stenosis, confirmed by a percutaneous transfemoral angiogram, which showed a severe stenosis 1.5 cm long and just distal to the adductor hiatus. An angioplasty was performed without immediate complication, although a small groin haematoma developed. The post-angioplasty ABPI was 1.0, and the patient was discharged next day.
Department of Surgery, Crawley Hospital, Crawley, West Sussex RH1 1 7DH, UK Correspondence to: Mr N F G Hopkins He was reviewed in outpatients three weeks later. He had reported a temperature to his general practitioner and had been treated with antibiotics. On examination there was a haematoma in the groin but no other abnormality. Nine days later he returned with a fever and rigors. Initially examination showed no change, the leucocyte count was normal and an ultrasound scan showed only a liquefying haematoma in the left inguinal region. The pyrexia continued and the left thigh became painful and swollen. Blood cultures grew a gram-negative bacillus, subsequently shown to be Pseudomonas aeruginosa. The ultrasound scan was repeated and this time showed an aneurysmal swelling of the left SFA in the distal third of the thigh. A mycotic aneurysm of the left SFA was diagnosed. The patient's condition now deteriorated very rapidly and he became seriously ill with hypotension, a falling haemoglobin and platelet count, worsening renal function and a petechial rash. In an emergency operation the leg was explored through a medial incision in the distal thigh. The aneurysm at the site of the angioplasty was isolated and opened and the thrombus was evacuated and sent for culture. The artery was repaired with a reversed vein graft harvested from the contralateral limb. Postoperatively the patient made an immediate improvement, with all signs of sepsis resolving, and he remained well until discharge two weeks later.
Culture of the evacuated thrombus grew Ps aeruginosa. Graft function remained good but, interestingly, three months after the operation the patient developed a painful effusion of the left knee which, on aspiration by an orthopaedic surgeon, proved to contain Ps aeruginosa. At a recent review, the patient remains well with a functioning graft and no residual signs of sepsis, 21/2 years after surgery. COMMENT PTA was first described by Dotter and Judkins in 19641 but became widely accepted as a therapeutic option for arterial stenoses and occlusions after Gruntzig2 described the inflatable balloon technique in 1974. The complication rate for lower limb PTA is 3-19% and includes haematoma, false aneurysm and thrombosis at the site of arterial puncture, and dissection, thrombosis or false aneurysm at the site of angioplasty3. The incidence of septic complications is less than 0.1%. Gram-positive cocci are the most commonly isolated organisms4. When sepsis occurs, the usual site of infection is the arterial puncture, adjacent to the site of skin puncture. Multiple punctures and prolonged (>24 hours) catheterization of the artery increase the likelihood of infection5'6.
Unusually, in this case the mycotic aneurysm developed at the site of angioplasty rather than the puncture site, which remained healthy. The causal organism, Ps aeruginosa, has not been previously described in mycotic aneurysm after PTA. No clinically obvious septic focus existed before PTA, but a septic arthritis, caused by the same organism, developed after apparently successful treatment.
After PTA, any haematoma or apparent false aneurysm should be carefully observed for septic complications. Lifethreatening sepsis may follow, requiring urgent evacuation of infected thrombus and reconstruction of the artery if possible. Recurrent sepsis should be considered in the differential diagnosis of symptoms that develop later.
